Catamenial pneumothorax is a rare condition that is often misdiagnosed. It is defined as spontaneous pneumothorax occurring within 72 ho urs before or after onset of menstruation. Etiology is unknown but could be linked to endometriosis. Pleural ablation via thoracos copy and hormonal therapy are mainstay treatment options to avoid recurrence. We present a case of a young adult female who experienced gradual painless abdominal distention that resolved spontaneously after each menses twelve years post menarche. She was first seen at a peripheral facility where laparotomy undertaken was negative for suspected ectopic pregnancy. However, a bleeding omental mass was noticed and a biopsy taken. His topathology reported it as an endometriotic tissue. The patient subsequently had recurrent cyclical chest pains and breathlessness leading to the diagnosis of catamenial pneumothorax. She had chemical pleurodesis done with sterile talc after chest tube drainage and has been well over two years now.
Introduction
Spontaneous pneumothorax associated with menstruation is called catamenial pneumothorax. It is defined as spontaneous pneumothorax occurring within 72 hours before or after onset of menstruation. It is a rare condition that is often misdiagnosed and usually associated with endometriosis. We report a case of a young woman with recurrent catamenial pneumothorax treated with chest tube drainage, sterile talc pleurodesis and hormonal therapy.
Recurrent nature of the condition causes significant morbidity. Correct diagnosis will lead to effective treatment and prevention of recurrence.
Patient and observation
A 25 year old nursing student presented to the Emergency Department with right sided pleuritic chest pain and exertional dyspnoea. Patient had menarche at 12 years and has been well until she started experiencing cyclical painless abdominal distension when she was 21 years. This was not associated with any gastrointestinal symptoms and therefore was initially managed as dysmenorrhea. In April 2011, she became dizzy, severely lethargic and disoriented during her menses. She was initially seen at a peripheral hospital where she had a laparotomy after an ultrasound done confirmed a haemoperitoneum though a urine pregnosticon test was negative. At laparotomy the ovaries, fallopian tubes and uterus were found to be normal but a bleeding mass was noticed on the omentum which was excised for histopathology which reported an endometriotic tissue.
Subsequently, patient was well and had no repeated symptoms until She is doing well without recurrence for over two years.
Discussion
Catamenial pneumothorax is recurrent accumulation of air in the pleural cavity in women of reproductive age without concomitant respiratory diseases. The sine qua non criterion is the occurrence of the pneumothorax in the period of 72 hours before or after the menses. Additional criteria include characteristic pleural lesions, rightsided occurrence and coexistence of endometriosis [1] . The features in the above definition were consistent with the findings in the case.
It has always been considered a rare cause of primary spontaneous pneumothorax with a reported incidence of 2.8-5.6% [2] . This is probably the first reported case from Kumasi, Ghana as far as we know. Tettey et al. in [3] report the first of such cases in Accra in 2005 with a subsequent review of twelve cases by same Tettey et al. in 2013 in Ghana [3] . Recent studies suggest that this incidence in reality is around 30% [2] , probably due to increased awareness. According to Marjanski T and his team [1] , the etiopathogenesis of catamenial pneumothorax is explained by the following theories: physiological, migrational, microembolic-metastatic and the diaphragmatic theory of air "passage" as shown in Table 1 other surgical repairs and/or hormonal therapy has been found to have a significant failure rate [5] . The fourth option is endometrial suppression hormonal therapy which involves the use of progestins and gonadotropin releasing hormone agonists (GnRH) most commonly, to induce chemical menopause [6, 7] . This is done after chest drainage. Our patient underwent chest tube drainage and chemical pleurodesis as the mode of management. The sixth option is the use of thoracoscopy/Video-assisted thoracic surgery (VATS) which utilizes a fiber optic scope to visualize the lung, pleura and diaphragm.
Diaphragm repair, bleb resection and pleurodesis can all be done during this procedure [2] . Then pleural abrasion which is mechanical pleurodesis involves abrading or "scrubbing" of the pleural surfaces during thoracoscopy or thoracotomy, so that resulting inflammation will form adhesions between the lung and pleural surfaces. Literature shows that pleurodesis used as a singular treatment, without other surgical repair or hormonal therapy, has a high failure rate [8]. Our patient has been free from recurrence after two years, having had the chest tube insertion and pleurodesis.
Another surgical option is thoracotomy with pleurectomy.
Thoracotomy is performed to view the lung, diaphragm and pleura directly by opening the lung cavity. A pleurectomy is the removal of the pleura, which is designed to encourage adhesion of the lung directly to the chest wall. During thoracotomy, diaphragmatic perforations or fenestrations repair using polymesh can also be done [7] . This procedure was introduced in 2003 and involves a vicryltype mesh which is placed over the entire diaphragm, to cover any small fenestrations that may not be seen by the surgeon [7] . The Table 1 : theories for the development of thoracic foci of endometriosis Physiological High concentration of prostaglandin F2 during menses may cause blood vessels and bronchioles to contract, which leads to alveolar rupture and development of pneumothorax.
Migrational
Endometrial cells may migrate from the uterus, through the fallopian tubes, into the lesser pelvis and further, into the area of the diaphragm. The cyclical proliferation and necrosis of endometrial cells may injure the diaphragm, enabling the cells to migrate further into the chest and the visceral pleura, which may lead to pulmonary alveolar injury and pneumothorax. Microembolic-metastatic Diaphragmatic Metastatic spread or pulmonary microembolization from endometrial cells through blood or lymph vessels. Necrosis of subpleural interstitial endometriotic foci leads to pneumothorax; foci located more centrally cause hemoptysis. Diaphragmatic theory of air "passage" Air passes through the uterus and fallopian tubes into the peritoneal cavity and, through diaphragmatic fenestrations, into the pleural cavity. 
